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F 00D | INITIAL COMMENTS F 00D
Complalnts #TNODD28093 and TNOC028170
were Investigated on July 13, 2011, at Mabry
Health Care. Na deficiencies were cited In
relation to complaint #TNOD028170,
F 157 | 483.10(k)(11) NOTIFY OF CHANGES F 167 An inscrvice educating nursing i'[]3"27)20‘{ 1
s5=0 | (INJURY/DECLINE/ROOM, ETC) staff to notify the MD, ;
i rty, and [
A faclity must immediately Inform the resident, A e
consuit with the rasident's physiclan; and if y : y_. | ]
known, notify the resident's legal representative fesident’s physion), iEile o
or an Interested family member when there is an psychosocial status will be
accident invoiving the resident which results in | completed. This inservice will
injury and has the potential for raquinng physician also include properly
intervention; a significant change in the rasident's documenting the notification. .
physical, mental, of psychosoclal status (i.e,, a The inservice will be
deterioration in health, mental, or psychosocial completed by the D.O.N. or
status In elther lifa threateriing conditions or designes by July 26, 2011.
c:micﬁ?cla GOI;hpIIGatIDHB); : naed to alter treatment
significantly (i.a., a nesd to discontinue an :
existing form of treatment due to adverse ' An audit °fA2hG°'/f1 GEall
consequences, ar to commence @ new fam of residents with changes in
treatment); or a decision to transfer or diecharge physical, mental or
the resident from the facllity as specffled in psychosocial status will be
§483.12(a). completed for 3 months,
beginning July 2011 to ensure
The facillty must also promptly notlfy the resident compliance. This audit will be
and, if known, the resident's legal representative completed by the D.O.N. ot
or interogted fam“y membsr when there Is a desigﬂgg_
chan%e in ragm or roommata assignment as
specifled In §483,15(e)(2); or a change In : ; .
rasident rights under Federal or Stata law or ges“i;i’{ ?3 i f;i‘;ltaﬁ%wim ;
| regulations as specified in paragraph (b)(1) of 0;‘;‘@){*’2;‘“;5?1 BAgspsLt.
 this section. : i '
| [ / A
The facility must record and perlodically update ; Veocn oty of the Lﬂ* 1ot e
the address and phone number of the resldent's S L e R comm.|
legal representative ar interested family member. [¢u, Ruech Ihotign  The =0 SEIRER
%B) DATE

' S— A ——————
[ABORATORY DIRE Wum REPRESENTATIVES SIGNAT ' TILE
= YRSt Adpro_7-23-201|

Any deficlency staternent ending with an asterisk (*) denotes a defigiency which the institution tmay ba axcused from correcting providing it Is determined that
gther sefeguards pravide gufficiant protection to the patlents. (S0 lstructions.) Excet for nursing homes, the findings stated abova are disclosable 90 daya
foliowing the date of survey whather or not a plan of corraction Is provided. For nursing homas, the above findings and plahs of comaction are discleonbly 14
daye following the date these documents sre made avallable 1o the facility. If deficlenclas are clted, an approved plan of eatrection is requisits to continued

program participation.
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F 167

'
1

' no red area noted this date”, Further medical

| bathing, greoming, dressing, eating, and

Continued From page 1

This REQUIREMENT Is not met as evidenced

by:

Based on medical record review, facility policy
review, and interview, the facillty failed to ensure
proper notification of the resldant's family of a
change in condition for one (#3) of six residenis
reviewead.

The findings included:

Medical record review revealed resident #3 was
admitted to the facllity on Mareh 5, 2007, and
readmitted on February 10, 2011, wih diagnoses
to Include Detmentla, Hypertension. Waight Loss,
and Anorexia, Revlew of a nursing assessment
dated May 5, 2011, revesled the resident was
rarely understood; had hoth short and log-term
memory problems; had saverely Impaired
cognitive skills; required total assistance with

transfers; was incontinent of howel and bladder:
gng tlrad difficuity swallowing due to cognitive
oficits,

Medical record review of a nursing entry dated
February 9, 2011, revealed "Buttock conts
(continues) to ba slightly red. (R) (right) kip has

record review of a physician's arder dated
February B, 2011, revealed "Apply Calmasyn
ointment to clear butinck area TID (three times
dally) prn (as needed)". Continued medical record
review of @ nursing note dated February 16, 2011,
revealed "Resident noted to have st, {stage) 2
area to . (right) buttock, MD (physiclan) nolified”.
Further medical record review of 8 physician's
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arder datad Fabruary 16, 2011, revealed
"Cleanse rt.-buttock with w/c (wound cleanser)
pat dry apply Bactroban oint (ointment) QID (four
times daily) and prn tll healed",

Medical racard review af nyreing notes dated
February 16, 2011, revaaled no decumentation

f the resldent's legal reprasentative was notified of
the appearance of a prassure uleer.

Interview with the Soelal Worker on July 13,
2041, at 2:40 p.m,, In the classraom, raveajed “...
if thare is a change in the leval of care & letier is
sent to the POA/emerganey contaet, If thera s an
lssue such as a pressure uleer, the nurse would
diseuss it with the famiiy".

Intarview with the Assistant Directar of Nursing
and acting Director of Nursing (ADON) on July
13, 2011, at 2:50 p.m., in the ¢lassroom, revesled
the nurse on the hall Is "suppoesed fo notiy the
PDA/amergency contact of a change in 2
rasident's condition” and also the nurse Is
"supposed to document In the recard the family

| was notified of the conditlon ehange".

Reviaw of the facllity policy entitled "Procedure
and Policy” ravealed “If a resident's health or
cognitien changes we inform the resident's family
i through & phone call from the charge nurse after
[ the physician has been notified and j$ aware of
the situation™.

Interview on July 13, 2011, at 4:10 p.m., in the
Billing Office, the ADON confirmed the famlly had
l not been Infarmed the resident had developed a

| pressure uicer.
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